At operation the shoulder-joint was approached by an anterior incision in the deltopectoral groove and some of the clavicular origin of the deltoid muscle was divided. In one patient the coracoid process had also been fractured which made exposure easier. The long head of biceps was ruptured in 2 cases and in all other patients it was found necessary eventually to divide and excise the long head of biceps to achieve reduction. The rotator cuff always had fragments of bone attached to it and this was replaced by a staple as near the original anatomical position as possible. The subscapularis muscle is less vulnerable and usually has some fibres intact. An attempt was made in all patients to reduce the fracturedislocation by closed methods but on no occasion was it successful and in one positively dangerous.
Postoperative treatment consisted of immobilization in a body bandage for two weeks, followed by active movements and physiotherapy. Six cases regained between 40% and 100% scapulohumeral movements with at least 90 degrees abduction and 50 % rotational movements. So far none has developed avascular necrosis.
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Manipulative Reduction of Fracturedislocation of the Shoulder Treatment of fracture-dislocation of the shoulder by operation is difficult, and although good function sometimes follows, the results are unpredictable. Accurate reduction by manipulation offers a good prospect of restoring normal function, but unfortunately has the reputation of being very difficult. For this reason serious attempts to restore normal anatomy by closed manipulation are not always made. The following 2 cases demonstrate that careful manipulation can restore near-normal radiological appearances and lead to the ultimate return of full function. In both cases the final function was recorded on cine film and the difference in the movements between the normal and injured shoulders was so slight that the injured side had to be marked with a skin pencil.
The manipulation used in both cases consisted of gentle steady traction applied by an assistant to the extended arm with the shoulder abducted about 15 degrees. The surgeon then pushed the dislocated humeral head laterally and proximally oh to the humeral shaft. Use of a rigid tape measure helped to confirm that the shaft had 'picked up' the head, and the arm traction was then relaxed and the humeral head pushed back into the glenoid.
In both cases the manipulation was carried out within a few hours of injury, and this is probably very important if the treatment is to be successful.
Case 1 A heavily built man aged 46 fell on a railway platform and injured his right shoulder. The radiograph taken soon afterwards (Fig 1) showed a fracture-dislocation of the shoulder. It was expected that open reduction would be required and he was taken to the operating theatre where the manipulation described above was carried out while preparations were being made for a transfusion to be set up. A radiograph at this stage (Fig 2) showed that there was still gross varus angulation at the fracture site. This was corrected by cautious abduction of the shoulder to 90 degrees with the elbow flexed to 90 degrees. The radiograph taken after this manceuvre (Fig 3) showed that reduction of both fracture and dislocation had been achieved. The success of this simple procedure came as a surprise, but a collar and cuff sling was applied and after three weeks gentle mobilization was commenced.
Case 2 A slightly obese woman aged 59 fell in the street and injured her shoulder. Soon after her arrival at hospital a radiograph showed a fracture-dislocation. The manipulation used in the first case was repeated and reduction was achieved. Subsequent progress was again very satisfactory.
